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 Description of structure:The facility is 1 

story/stories frame structure with a construction 

type of V(000)  

Sprinkler status:    Fully Sprinklered

An unannounced recertification Life Safety Code 

survey was conducted  01/24/2017  in 

accordance with 42 Code of Federal Regulation, 

Part 483: Requirements for Long Term Care 

Facilities.  The facility was surveyed for 

compliance using the LSC 2000 Existing 

regulations.  The facility was found to be in 

compliance with the Requirements for 

Participation Medicare and Medicaid.
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program participation.
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